Objective: To investigate the effectiveness and cultural relevance of Quitskills training tailored for health professionals working with Aboriginal and Torres Strait Islander people who smoke.
1
Health professionals who work with Aboriginal and Torres Strait Islander people play an important role in encouraging tobacco cessation, 2, 3 so it is important that they are appropriately trained to address tobacco use among their clients. While there has been little research directly examining the effectiveness of brief intervention among Aboriginal and Torres Strait Islander people, brief intervention has been shown to be effective in general populations 4 and is considered to be effective for Aboriginal and Torres Strait Islander people if the intervention is applied in a culturally appropriate manner. 3 Aboriginal and Torres
Strait Islander-specific smoking cessation training, such as the SmokeCheck program, has been intermittently available in some of the states and territories of Australia, with some positive results observed. 5 However, this program was de-funded in the early 2010s, which led to a renewed need for culturally relevant smoking cessation training in Australia.
The Quitskills course for health professionals working with smokers in the general population has been available since the 1990s in Australia, and the course aims to give participants the skills to assist their clients quit smoking and to enhance their community and workplace engagement with tobacco-related issues. The Quitskills program has been shown to increase skills and knowledge to address tobacco with clients. 6 The Pre-workshop, post-workshop and four-six week follow-up feedback from participants was used for continual quality improvement purposes to ensure that the course material was received as intended with regard to cultural appropriateness. In line with the principles of continual quality improvement, 9 feedback was considered by the training implementation team and incorporated into subsequent workshops to ensure that the training remained relevant and up-todate. An evaluation component designed to measure course outcomes was incorporated into the feedback form. While these data were collected for quality assurance purposes and not a formal evaluation of the program, the reported top-level outcomes provided to funders were suggestive of a successful implementation of tailored Quitskills training. Recognising the potential contribution that this project could make to the existing tobacco control evidence base and to those seeking to design their own culturally relevant training courses, re-analysis of the full dataset was requested by the project team and carried out by researchers external to the project.
This paper aims to investigate the perceived effectiveness and cultural relevance of Quitskills training tailored for health professionals working with Aboriginal and Torres Strait Islander people. 
Methods

Course content and delivery
Survey content
Participants completed a survey immediately prior to beginning the course (pre-course survey), immediately after completing the course (post-course survey) and four-six weeks after the course (four-six week followup survey). 
Procedure
Participants completed the pre-and postsurveys on iPads via Survey Monkey. Paper pre-and post-course surveys were also used to supplement iPads for timely completion among large groups of participants. Participants initially completed the four-six week follow-up survey via phone with a trained research assistant (until 1 May 2014), and later online via Survey Monkey as a more cost-effective strategy.
Non-responders to the phone survey were followed up with two reminder phone calls; there were no follow-up emails sent to nonresponders to the online survey.
Sample and response rate
The response rate to the surveys is reported as a proportion of course registrants as the number of actual course attendees was not recorded. Most participants completed the pre-workshop survey (n=787, 77% response rate), 765 participants completed the postworkshop survey (75% response rate) and 416 participants completed the four-six week follow-up survey (included in the evaluation from May 2013 onwards, 41% response rate).
The response rate to the follow-up survey was 79% when administered by phone and 26% when administered online via email.
In total, survey data were available for 860 individual participants at one or more survey time points. Approximately one-third (31.5%, n=271) of participants provided data at all three survey time points. Quitskills training was delivered to groups ranging in size from two to 23 participants, with an average groups size of 9.8 (standard deviation=3.4). Changes in skills, knowledge and confidence at pre-course, post-course and follow-up
Statistical analyses
Participant characteristics
There was a significant increase from precourse to post-course in agreement (agree/ strongly agree) with all statements (listed in Table 2 ), and all increases in agreement were sustained at the four-six weeks follow-up. This trend was also observed for all subgroups by remoteness and Aboriginal and Torres Strait Islander status. At pre-course, there was significant variation in agreement by Aboriginal and Torres Strait Islander status with statements regarding confidence in ability to address tobacco use and providing referrals to Quitline. There were no differences by Aboriginal and Torres Strait Islander status or remoteness of organisation at post-course and follow-up, and there were no differences in response mode (email vs. phone) at followup. 
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Use of course skills at four-six weeks follow-up
Participants who completed the four-six week follow-up survey were asked to comment on how often and in what ways they used the 
022).
There were no significant differences by remoteness, and questions regarding how skills were used were only included in the phone version of the follow-up survey.
Organisation-level changes since participation in the course
Participants (n=380) who completed the four-six week follow-up survey were asked whether they had observed any changes related to tobacco in their organisation since undertaking the training; 41.3% reported there had been changes, 40.0% reported no changes and 18.7% were unsure if there had been changes. Among those that reported changes in relation to tobacco at their organisation (n=157), the most commonly reported changes were that smoke-free areas had been introduced or extended and/or a reduction in visibility of staff/client smoking (21.7%), staff have quit smoking or cut down (12.7%), and the organisation has made addressing staff smoking a priority (10.8%). There were no differences in organisationlevel changes by Aboriginal status, remoteness or follow-up survey mode.
Discussion
The , therefore, the Quitskills program appears to be similarly effective for increasing confidence. The comparatively low pre-course confidence to address tobacco highlights the need for tobacco-specific courses for this population of health professionals. These improvements in confidence were not diminished at four-six weeks follow-up, which demonstrates that the confidence gained from the training was accessible upon returning to their work with clients. Further research is needed though to determine whether these improvements in health professionals' confidence translate into improved quitting outcomes for clients.
Participants had largely positive views of the course, with the majority of participants indicating that the course was useful, covered the information they were seeking and was something they would recommend to others. The course facilitators were consistently identified as being a strength of the course, particularly that the facilitators were approachable, supportive and highly knowledgeable. The course facilitators were also frequently mentioned as being highly culturally relevant. This feedback demonstrates the value in recruiting and investing in experienced Aboriginal and Torres Strait Islander facilitators and culturally sensitive Non-Indigenous facilitators for optimal delivery of training targeted towards Aboriginal and Torres Strait Islander people. Participants in the SmokeCheck program appeared to not focus as strongly upon the role of course facilitators when defining the strengths of the course, but this may be because participants in Quitskills spent much longer with the facilitators (three days) compared to the participants in the SmokeCheck program (one day).
The comprehensiveness of information provided over the three-day period was noted as being a strength of the course, and the use of Aboriginal content was noted as being culturally relevant to participants. The use of visual materials and interactive nature of the course sessions was also appreciated by participants, as was the use of storytelling and yarning by both facilitators and participants, which has been noted as an important part of making training culturally relevant to Aboriginal and Torres Strait Islander people. 8 While suggestions for course improvement were typically minimal, a common suggestion was to tailor the course to each community, particularly to account for remoteness and differences in language. Indeed, courses aimed at Aboriginal and Torres Strait Islander people should tailor content and delivery to be inclusive of regional cultural and language differences as much as is practically feasible. 7, 8 However, it should be noted that overall the course was considered to be culturally relevant by Aboriginal and Torres Strait Islander participants. Aboriginal and Torres Strait Islander participants were also more likely than Non-Indigenous participants to agree that the course provided them with the information they were seeking, which indicates that the course was successfully tailored to Aboriginal and Torres Strait Islander cultural and informational preferences.
There are limitations to the data on which this paper reports. Demographic and job role data were missing for some participants (and at times a substantial proportion of participants) due to changes in the data fields collected during the course registration process, and smoking status of participants was not collected at all. Routine collection of these variables likely would have provided additional insight into participant views of the strengths of the program and areas for improvement. The use of a continuous improvement evaluation model also has the potential to make overall program evaluation results over a four-year period less useful, as suggestions for improvement tend to be addressed on an ongoing basis. However, given that the content of the Quitskills program remained consistent over time and adjustments to delivery style in response to feedback were only minor, the results from the four-year period are still likely to be reflective of the Quitskills program overall. The response rate to the follow-up survey also greatly decreased when the survey mode transitioned from phone to online. While a continuation of the phone-based followup survey was not possible for budgetary reasons, continuation of this likely would have generated a higher response rate at follow-up. There is also a potential for phone surveys to yield more positive responses than anonymous survey methods due to social desirability bias, but participants in this study appeared to provide more detailed information (both positive feedback and suggestions for improvement) in the phone survey, which may reflect a preference for verbal communication as opposed to online. It is also possible that participants with less favourable opinions of the course may have been less likely to agree to four-six week follow-up. A longer follow-up period (such as that utilised by the SmokeCheck program) 5 would likely have yielded useful insights as to the long-term effects of the course, as would data regarding quit rates of clients receiving intervention from health professionals trained in Quitskills.
Conclusion
The available data have demonstrated that the Quitskills program is a culturally acceptable training package that effectively increases health professionals' confidence in their skills and knowledge to address tobacco with their Aboriginal and Torres Strait Islander clients who smoke. There is also evidence to suggest that the program had secondary benefits such as encouraging organisations to expand smoke-free areas and a reduction in visibility of staff smoking. The Quitskills program has made an important contribution to Aboriginal and Torres Strait Islander tobacco control by increasing the capacity of health professionals to address tobacco with their Aboriginal and Torres Strait Islander clients.
